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     Tafari, Aboud & Larson (1991), working with the SRQ-20 to screen for mental illness in a 
rural Ethiopian adult population, found three meaningful	factors,		“interference	with	intellectual	and	work	functioning,	emotionality	and	somatic	expression”	(p.	201)	
corresponding  to the three “cognitive” items   which are not thinking clearly (8), difficulty with 
decision making (12)and  work suffering (13); the four  anxiety and depression affective items 
which are  crying more than normal (10), being unhappy (9), being frightened easily (4) and 
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feeling worthless (16); the four “somatic” symptom items   which are headache(1) lack of 
appetite (2), poor digestion (7), and sleeping problems (3).  To this category, in the analysis of 
this study’s data was added having uncomfortable feelings in stomach (19).In addition, three 
“decreased energy” items which involve being easily tired (20), always feeling tired (18), , not 
enjoying activities (11); and four “depressive thoughts” items which are  , being unable to play a 
useful part in life(14) , thinking of ending  life (17)  having lost interest in things (15 ) and being 
nervous, tense and worried (6). Hands shake (5), an alcohol use disorder item, was not included 

























					The	three	study	locations	provided	very	different	services.	The	women	at	the	Public	Health	Clinic	at	the	Mutolere	hospital	were	there	for	a	post	partum	check	with	their	baby.	Their	lives	were	organized	enough	to	make	it	in	to	town	on	the	day	of	their	participation	in	the	study	for	a	preventive	health	care	visit.	By	contrast,	many	of	the	women	who	participated	in	the	study	at	the	KYB	women’s	center	were	members	of	the	community	who	just	happened	to	be	passing	by,	and	who	agreed	to	participate.	Despite	these	differences	overall	no	statistical	difference	was	found	among	most	of	the	background	and	demographics	among	the	three	locations.	 On age, there is a significant difference at 95% 
confidence in the ages of the participants between PHC and KYB with KYB population being 
the older of the two by about 3 years in the average. On household size, there is a statistically 
significant difference between PHC at MH and KYB (p-value =0.0043) The KYB population has 
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the larger household size. On number of children there is a difference, approaching significance, 
between CNC and KYB. (p=0.0626). Women who participated in the study from KYB had more 
children and larger households, both of which can be explained by the age difference. 	
Table	1	Description	of	study	population	by	site	(n=115) 	
	 CNC	 PHC	at	MH	 KYB													N*	 	11	 	56	 		48	Average	age	 26.18	+/-5.21	 24.95	+/-	4.65	 27.70	+/-	5.34	(N=47)	Percent	married	 0.727	 0.872	 0.745	Percent	primary	school	or	less	 0.917	 0.764	 0.854	Percent	employed	outside	the	home	 0.100	 0.089	 0.100	Percent	partner	employed	 0.500	 0.347	 0.231	Average	number	of	children		 1.72	+/-	1.49	 2.38	+/-1.79	 3.23	+/-2.26	Percent	household	size	greater	than	5	 0.273	 0.286	 0.566	*missing	data	points	reduce	the	N	in	some	calculations	
					Analysis	of	the	average	number	of	“yes”	answers	by	site,	and	of	the	percent	of	respondents	who	said	“yes”	on	7	and	10	items	of	the	SRQ	20	Questionnaire	is	shown	in	Table	2.		There	are	some	significant	differences	between	the	sites.	On	average	number	of	items	with	“Yes”	answers,	there	is	a	statistically	significant	difference	between	PHC	at	MH	and	KYB	(p=0.0009),	with	the	women	at	KYB	giving	more	“yes”	answers..	On	the	percent	of	respondents	who	said	yes”	on	7	items,	there	is	also	a	statistically	significant	difference	between	PHC	at	MH	and	KYB	
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Mental	health	problem	 19	 Low	self	-esteem,	hates	herself;	cannot	feed	on	the	right	breast,	cannot	do	all	her	work	when	she	is	pregnant	as	other	women	seem	able	to	do,	husband	hates	her	because	of	her	illness,	he	does	not	take	care	of	her.			Poverty	 13	 Husband	does	not	give	care;	she	has	been	depressed	since	she	got	married	over	15	years	ago;	if	there	is	a	medicine	that	cures	poverty,	she	will	get	healed	and	have	peace	because	poverty	is	the	main	cause.	




































Investigations	and/or	medications	 			66	 Thinks	 medicine	 may	 bring	 change	 in	 her	 life	 and	 she	becomes	again	strong.	Lower	 abdominal	 pain.	When	 she	 goes	 to	 the	 hospital,	 she	 is	given	medicine	for	ulcers	and	she	feels	better	for	a	while.	Stress	has	caused	all	the	diseases	that	she	is	suffering	from:	nausea,	gas,	backache,	lack	of	energy,	paralysis.		Still	she	wants	an	x-ray	to	find	out	what	is	really	wrong	with	her.				To	get	better	 72	 Stomach	ulcers,	not	eating	on	time,	started	when	she	got	married,	lot	of	work	and	no	time	to	eat,	she	will	receive	any	kind	of	medicine	that	is	given	to	her	as	long	as	it	works.	
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	Urinary	incontinence	following	a	bicycle	accident	over	10	years	ago,	soils	her	clothes	does	not	go	out	much	and	fears	that	if	she	gets	married,	the	husband	will	reject	her.	She	has	given	up	and	has	lost	hope.	She	has	been	to	the	hospital	in	Kampala	but	treatment	with	medicine	did	not	work	(age	24)																			
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LIMITATIONS						On	the	day	of	their	participation	in	this	study,	some	women	were	at	a	clinic	for	medical	care,	some	were	at	a	clinic	for	mothers	and	their	babies,	and	others	just	happened	to	be	at	or	in	the	vicinity	of	a	women’s	center,	and	agreed	to	participate.	Some	women	had	significant	medical	conditions	such	as	HIV	or	a	serious	neurologic	condition.	The	symptoms	reported	to	study	personnel	by	these	participants	with	known	chronic	and	serious	medical	conditions	were	by	no	means	purely	psychological.	Nor	were	the	symptoms	of	the	other	participants	likely	all	psychological	either.	The	participants	in	this	study	were	not	seen	as	patients	or	with	their	regular	caregivers.	So	a	drawback	of	the	study	is	that	there	is	some	uncertainty	as	to	which	of	the	reported	symptoms	were	primarily	physical,	and	which	symptoms	were	primarily	psychological.	No	participant	in	this	study	was	acutely	ill.		Many	participants	reported	to	study	personnel	that	they	had	been	treated	for	their	symptoms,	and	that	they	were	not	feeling	better.	What	seems	likely	is	that	many	of	the	women	suffered	with	real	symptoms	from	chronic	conditions	related	to	the	environment	such	as	intestinal	parasites	and	stomach	problems,	from	drinking	bad	water	and	not	having	enough	nutritious	food	to	eat,	and	from	overuse	symptoms	like	backache	or	headache	that	are	as	a	result	of	the	accumulated	physical	stress	on	the	body	of	performing,	on	a	regular	basis,	such	activities	as	digging	in	the	soil	with	a	hoe,	or	carrying	heavy	loads	on	the	head.	Many	of	the	women	reported	having	already	been	treated	medically	for	parasites	and	stomach	ulcers,	for	example,	and	that	they	were	not	getting	better.	Still,	it	is	certainly	still	possible	that	many	of	them	had	received	inadequate	medical	treatment.								What	is	also	known	is	that	non-specific	somatic	complaints	that	are	chronic	can	be	a	feature	of	depression,	and	while	very	real	to	the	sufferer,	non-specific	complaints	such	as	
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abdominal	pain,	headaches	and	backache	may	best	be	treated	not	with	x-rays	and	medications,	but	with	attention	to	underlying	psychological	conditions		which	are	also	widely	prevalent.	Many	of	the	women	in	this	study	were	not	getting	better,	and	had	multiple	somatic	symptoms	and	other	features	of	depression	as	measured	in	the	SRQ-20,	and	as	captured	in	the	narratives.	We	examine	their	symptoms	in	toto,	understanding	that	some	of	the	symptoms	are	psychosomatic	(somatic	and	psychological),	and	some	are	somatic	and	medical.	Such	is	usually	the	dilemma	faced	when	treating	chronic	illness	in	the	primary	care	setting	where	the	first	task,	when	evaluating	a	patient,	is	usually	to	decide	what	symptoms	could	be	due	to	undiagnosed	medical	illness.						The	focus	of	this	study	is	not	accurate	medical	diagnosis.	In	this	paper	we	examine	the	symptoms	of	women	screened	for	depression	and	then	allowed	to	relate	their	impressions,	unfiltered,	of	what	their	problems	are.	The	data	we	report	on	is	meant	to	reflect	as	accurately	as	possible	their	symptoms	as	seen	through	their	eyes	and	what	they	think	about	them.	As	a	result	of	limits	to	the	methodology	employed,	some	of	what	is	reported	on	and	appears	in	the	tables	of	this	study	as	symptoms	and	explanations	of	mental	illness,	may,	in	actuality,	be	symptoms	and	explanations	of	illness	that	is	medical.	In	practice,	some	women	in	the	community	or	in	primary	care	clinics	with	depression	will	have	serious	medical	conditions.	They	have	both,	and	their	idioms	of	distress	are	a	part	of	the	data	captured	in	this	study.			
	
	 27	
CONCLUSION	
						Using	the	cut-off	point	for	“case-ness”	of	10	or	higher	recommended	by	Scholte	et	al.	(2011),	the	prevalence	of	depression	ranged	from	47.3	%	at	PHC	at	MH,	to	54.5	%	at		CNC		to		77.6	%	at	KYB.		Demographic	data	shows	that	the	population	of	women	at	KYB	is	older	and	living	in	larger	households,	and	perhaps	taking	care	of	more	children	than	the	population	of	women	at	the	other	two	sites.	It	is	plausible	that	these	factors	represent	risk	factors	for	depression	that	contribute,	in	the	KYB	population,	to	a	higher	prevalence	of	depression	since	mental	health	issues	are	particularly	relevant	when	women	have	a	multiple	stressors	in	their	lives.	Analysis	of	sub-score	domains	by	site	suggests	that	somatic,	affective	and	depressive	thoughts	do	not	differentiate	as	well	for	depression	compared	with	decreased	energy	and	cognitive	impairment.	Depressive	thoughts,	which	speak	to	feelings	of	hopelessness	and	uselessness,	were	not	embraced	by	as	many	participants	diagnosed	with	depression	in	this	study.	This	may	reflect	norms	about	how	psychological,	spiritual	and	moral	distress	may	acceptably	be	expressed	by	women	in	this	milieu.	For	whatever	reason,	it	is	possible	that	most	people	answered	no	to	the	depressive	thoughts	because	that	is	not	how	depression	manifests	itself	in	this	population.	The	additional	items	that	may	have	contributed	to	the	diagnosis	of	depression	may	have	come	from	the	decreased	energy	and	cognitive	sub-scales,	with	women	at	the	KYB	center	saying	yes	to	more	of	them.	That	such	high	levels	of	depression	were	detected	in	this	study	from	a	convenience	sample	of	the	community	suggests	a	degree	of	diagnostic	misclassification.	It	is	possible	from	this	study	to	propose	a	shortened	version	of	the	SRQ-20	emphasizing	the	cognitive	impairment	and	decrease	energy	items	for	screening	in	this	milieu.	
					Analysis	of	the	interviews	indicates	that	most	participants	seem	to	carry	with	them	what	
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amounts	to	a	personal	mythology	about	their	health,	as	opposed	to	an	informed	case	history.	While	these	women	talk	about	their	illness	as	somatic,	they	attribute	it	to	environmental	causes	and	think	they	will	die	prematurely	as	a	result.	Many	of	the	participant	narratives,	quoted	extensively	in	this	study,	seem	to	mix	fact	with	flights	of	the	imagination.	The	fear	of	dying	at	an	early	age	or	of	being	stricken	by	some	other	horrible	fate,	understandable	as	it	is	when,	no	doubt,	such	things	are	occurring	all	too	commonly	in	the	world	around	them	and	for	reasons	that	often	go	unexplained,	is	a	commonly	expressed	theme	about	illness	impact.		In	the	narratives,	links	emerge	between	the	women’s	somatic	symptoms	and	their	social	circumstances.	The	somatic	idiom	may	be	how	women	process	subclinical	levels	of	distress	or	social	concerns	(Kirmayer,	Dao	&	Smith,	1998,	p.6),	the	best	available	language	to	signal	their	predicament	and	to	mobilize	support.	(Kirmayer,	Dao	&	Smith,	1998,	p.	8).	In	this	sense,	the	somatic	idiom	may	be	non-pathological,	rather,	adaptive.	
					Most	women	in	this	study	sought	a	medical	treatment	for	their,	which	seemed	to	hold	out	to	them	the	promise	of	a	magical	cure	for	their	ills.	To	the	detriment	of	these	patients,	clinicians	who	are	“unfamiliar	with	the	social	meanings	“of	the	somatic	idiom	“may	focus	exclusively	on	the	somatic	dimensions	and	so	contribute	to	patients	bodily	preoccupation”	(Kirmayer,	Dao	&	Smith,	1998,	p.	6).	There	are	certainly	women	in	this	study	whose	problems	are	primarily	medical.	One	example,	is	the	young	woman	with	serious	urologic	problems	following	a	bicycle	accident	who	had	been	to	the	hospital	in	Kampala,	and	for	whom	treatment	with	medicine	had	failed.	She	describes	herself	as	having	given	up	and	lost	all	hope.	The	many	more	women	in	our	study	who	report	non-specific	stomach,	heart	and	chest	problems,	and	talk	at	the	same	time,	about	food	insecurity,	stress	and	danger,	might	be	well	served	by	a	discussion	with	their	caregiver	about	how	these	symptoms	and	
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these	social	factors	are	often	linked.	Other	primary	care	clinic	based	studies	with	more	of	a	focus	on	accurate	diagnosis	should	be	performed	to	focus	on	the	distinguishing	features	of	patients	with	somatic	idiom	and	major	depression,	and	those	with	every	day	somatic	idiom	that	is	non-pathological	and	adaptive.	Loss	of	hope	and	loss	of	self	–confidence	may	be	distinguishing	features.	
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APPENDIX	1:	STUDY	INSTRUMENTS				
		(16)	changed	to:	‘Do	you	feel	you	that	have	little	worth?	‘	and		(17)	changed	to:	‘With	all	that	you	have	been	through,	have	you	thought	of	ending	it	all	because	it	is	not	worth	going	on?	‘			
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Kleinman’s	Eight	Questions		Study	Participant	#____________________________	(1)	What	do	you	call	your	problem?	What	name	does	it	have?		(2)	What	do	you	think	has	caused	your	problem?		(3)	Why	do	you	think	it	started	when	it	did?		(4)	What	does	your	sickness	do	to	you?	How	does	it	work?		(5)	How	severe	is	it?	Will	it	have	a	short	or	long	course?		(6)	What	do	you	fear	most	about	your	sickness?		(7)	What	are	the	chief	problems	your	sickness	has	caused	for	you?		(8)	What	kind	of	treatment	do	you	think	you	should	receive?		What	are	the	most	important	results	you	hope	to	receive	from	the	treatment?		
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		 MAP	OF	UGANDA	
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